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Abstract
Background: The nurses working in psychiatric hospitals and wards are prone to encounter completed suicides.
The research was conducted to examine post-suicide stress in nurses and the availability of suicide-related mental
health care services and education.
Methods: Experiences with inpatient suicide were investigated using an anonymous, self-reported questionnaire,
which was, along with the Impact of Event Scale-Revised, administered to 531 psychiatric nurses.
Results: The rate of nurses who had encountered patient suicide was 55.0%. The mean Impact of Event Scale-
Revised (IES-R) score was 11.4. The proportion of respondents at a high risk (≥ 25 on the 88-point IES-R score) for
post-traumatic stress disorder (PTSD) was 13.7%. However, only 15.8% of respondents indicated that they had
access to post-suicide mental health care programmes. The survey also revealed a low rate of nurses who reported
attending in-hospital seminars on suicide prevention or mental health care for nurses (26.4% and 12.8%,
respectively).
Conclusions: These results indicated that nurses exposed to inpatient suicide suffer significant mental distress.
However, the low availability of systematic post-suicide mental health care programmes for such nurses and the
lack of suicide-related education initiatives and mental health care for nurses are problematic. The situation is likely
related to the fact that there are no formal systems in place for identifying and evaluating the psychological effects
of patient suicide in nurses and to the pressures stemming from the public perception of nurses as suppliers rather
than recipients of health care.
Background
Psychiatric disorders have been identified as among the
strongest risk factors for suicide [1,2]. Psychiatric inpati-
ents thus constitute a high-risk group for suicide
attempts. For these reasons, nurses working in psychia-
tric hospitals and psychiatric wards are more prone to
encounter suicidal ideation in patients and attempted or
completed suicides than nurses in other departments.
Previous studies have reported that patient suicide
have a severe emotional impact in some psychiatrists
and psychiatric trainees [3], and personal grief in thera-
pists [4]. The completed suicide of a patient represents
a critical event for a nurse who was in charge of or had
some contact with the patient, and the nurse may
blame him/herself and experience feelings of worthless-
ness associated with his/her inability to prevent the
patient’s death [5,6]. However, results from one study
show that only 34% of 106 surveyed psychiatric hospi-
tals throughout Japan provided mental health care pro-
grammes for their staff following patient suicide [7].
Current Japanese psychiatric care systems have been
slow to adopt staff-oriented programmes on suicide and
post-suicide care, partly due to persistent resistance and
a distorted view of suicide on the part of psychiatric
health care providers [8].
This study investigated the experiences of psychiatric
nursing staff exposed to patient suicide, self-evaluation
of post-suicide stress, and availability of suicide-related
mental health care services and education. The purpose
of this study was to investigate issues related to patient
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buting to the mental health of nurses.
Methods
A survey questionnaire, together with the IES-R, was
sent over a period from July 18, 2008 to August 1, 2008
to 562 psychiatric nurses working at eight psychiatric
medical institutions (two general and six psychiatric
hospitals) located in City A and its environs in the
northern Tohoku region of Japan. The nurses surveyed
worked in inpatient wards, outpatient clinics, day-care
services, and other related facilities. All of the respon-
dents had experience working in psychiatric inpatient
wards.
The questionnaire was designed and prepared for this
study based on suicide-related papers previously pub-
lished in Japan [9-11], documents related to the Basic
Law on Suicide Countermeasures (2006), survey items
used in a survey conducted among the general public by
the Cabinet Office (2007), and survey items used by
Minami and colleagues [7]. We did not perform any
pilot study in advance of the current questionnaire sur-
vey, determining it unnecessary, given that our survey
consists of questions based on the aforementioned Law,
the results of reliable studies, and other reliable informa-
tion. All survey items were carefully assessed in advance
by psychiatrists, public health nurses, and experts in
ethics and statistics.
The questionnaire, which is printed on A4 paper and
consists of eight pages including the cover page, is
divided into the following four major sections: ‘Your
perception of suicide’, ‘Patient suicide’, ‘Current on-site
support systems’,a n d‘About yourself’. Each section has
roughly ten subsections. In addition, each subsection
contains roughly ten questions.
T h eq u e s t i o n n a i r ea saw h o l ea s k e dq u e s t i o n so n
(1) the experience of exposure to completed inpatient
suicide, (2) the availability of mental health care services
for affected nursing staff and the perceived need for
post-event mental health care initiatives, and (3) on-site
support systems. The final item (3) concerned the pre-
sence and scope of educational training conducted for
the professional development of psychiatric nurses.
More specifically, questions involved such matters as
whether on-site training had been conducted in the pre-
ceding three years relating to stress-coping methods,
suicide prevention measures, mental health care for
nurses, risk management, etc., and whether the respon-
dents ask questions or whether they have anyone to
consult with when they encounter an unfamiliar pro-
blem at work. The purpose of asking this series of ques-
tions was to determine the level of opportunity available
to them to develop a better understanding of suicide
and suicide prevention, and how much training there is
on suicide-related issues, such as psychiatric disorders
and stress. In addition, nurses who witnessed a patient
suicide attempt were asked about the situation at the
time of the encounter, the degree of relationship with
the patient, and related questions.
The IES-R sent with the questionnaire is a post-trau-
matic stress symptom scale. It is designed to measure,
with its Intrusion, Hyperarousal, and Avoidance sub-
scales, the three types of PTSD symptoms that are said
to occur after traumatic experiences such as crime, dis-
asters, and accidents. The validity and reliability of the
scale have been demonstrated by others [12].
Sufficient care was taken to maintain confidentiality; indi-
viduals who completed the questionnaire remained com-
pletely anonymous. The questionnaire sheets were placed
in envelopes and distributed to each respondent individu-
ally. The respondents themselves sealed their responses in
the envelopes before submission. Consent to the survey
was assumed on the part of respondents who opted to
complete and return the form. This study was approved by
the Iwate Medical University Ethics Committee.
Statistical analysis (chi-square) was performed using
the IBM SPSS Statistics software package (Version 16J,
SPSS Japan Inc., Tokyo, Japan).
Results
A total of 531 individuals (94.5%) responded (Table 1).
This high response rate was probably due to the prior
explanations of the gist of this study and the requests
for cooperation put in to the management of the medi-
cal institutions (directors of hospitals and managers of
nursing departments) verbally and in writing.
The female/male ratio of the respondents was greater
than 2:1. The overall average age was early forties; the
mean age was higher for female respondents than male.
The mean duration of psychiatric nursing experience was
11.8 ± 1.0 years out of 17.9 ± 11.9 years’ professional nur-
sing experience. About 60% (n = 317) of the respondents
were registered nurses, while some 30% (n = 155) were
licensed practical nurses. Nurses in Japan are classified as
either “registered nurses”, who have passed a national
examination and are granted a license by the Minister of
Health, Labour, and Welfare, or “licensed practical
nurses”, who are granted a license by the governor of one
of the 47 prefectures to perform nursing services under
the direction of registered nurses. Eleven and a half per
cent (n = 61) of them held management-level positions
(chief nurse or higher), and more than 70% (n = 391)
engaged in general nursing services.
1. Experience with completed inpatient suicide (Table 2)
More than half of the respondents (n = 292) stated that
they had experienced a case of completed suicide by an
inpatient. Of those, 28.8% of the experiences (n = 84)
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One-fourth of the nurses (n = 70) encountered suicides
from midnight to early morning hours. More than half of
the suicide attempts (n = 162) occurred in the psychiatric
ward. More than 60% of the nurses (n = 191) were not in
physical proximity to the patient at the time of the suicide.
The following situations were typical: the patient was given
overnight home leave or permission to go on an outing,
the nurse was off duty, or the nurse had yet to leaving
home for work. However, more than 30% of the reported
cases (n = 97) took place during working hours, and in sev-
eral cases the nurse was involved in attempts to resuscitate
the patient. Although only a small proportion of respon-
d e n t s( n=1 0 )a n s w e r e dt h a tt h e yw e r et h ed e s i g n a t e d
nurse in charge of the patient who completed suicide,
more than 60% of the surveyed nurses (n = 187) indicated
that they had at least some contact with the patient.
Although not shown in the table, the number of
nurses who encountered patient suicide during their
working hours and were involved in the transport of the
deceased or similar procedures was 39 (13.4%).
2. IES-R scale evaluation
The severity of PTSD symptoms was measured using
the IES-R scale for 292 nurses who had been exposed to
inpatient suicide events to evaluate the psychological
impact of the incident (Table 3). The PTSD high-risk
group was defined as those scoring 25 or higher on the
88-point IES-R scale, based on the screening results
reported by Asukai [9]. The number of PTSD high-risk
individuals was 40 (13.7%).
Each question was rated on a five-point scale. Particu-
larly strong responses were noted for: two intrusion-
related symptoms, i.e. #1 ("Any reminder brings back
feelings about it”) and # 6; three avoidance-related
symptoms, i.e. #5 and #11 ("I tried not to think about
it”) and #12); and one hypervigilance-related symptom,
namely #21 (I felt watchful or on-guard).
3. Availability of mental health care programmes and the
perceived need for them
About 80% (n = 234) of the nurses who encountered
inpatient suicide responded that no mental health care
programmes were implemented for nursing staff follow-
ing the suicide (Table 4). Our questionnaire included
statements on whether or not their hospitals provided
occasions for suicide-related discussion or a case study
review after the event. Those questions were adopted by
revision and supplementation of the survey items
adopted by Minami [7].
Table 1 Respondent characteristics
Total Females Males No/inappropriate answer
n = 531 n = 332 n = 153 n=46
n%n%n% n %
Mean age, +/- SD 41.9 ± 12.3 43.6 ± 12.4 38.2 ± 11.1
20 to 29 years 91 17.1 56 16.9 35 22.9 0 0.0
30 to 39 years 99 18.6 50 15.1 49 32.0 0 0.0
Age group 40 to 49 years 135 25.4 97 29.2 38 24.8 0 0.0
50 to 59 years 97 18.3 82 24.7 15 9.8 0 0.0
60 years or older 36 6.8 29 8.7 7 4.6 0 0.0
No/inappropriate answer 73 13.7 18 5.4 9 5.9 46 100.0
Total years of nursing experience, +/- SD 17.9 ± 11.9 19.8 ± 12.0 14.0 ± 10.8
Maximum years 55.0 55.0 47.0
Minimum years 0.1 0.1 0.3
No/inappropriate answer 65 12.2 14 4.2 5 3.3 46
Total years as psychiatric nurse, +/- SD 11.8 ± 1.0 11.4 ± 9.0 12.6 ± 10.6
Maximum years 47.0 36.3 47.0
Minimum years 0.1 0.1 0.2
No/inappropriate answer 61 11.5 11 3.3 5 3.3 46
Registered nurse 317 59.7 209 63.0 108 70.6 0 0.0
Distinction Licensed practical nurse 155 29.2 113 34.0 42 27.5 1 2.2
No/inappropriate answer 59 11.1 10 3.0 3 2.0 45 97.8
Management: chief nurse or higher 61 11.5 36 10.8 25 16.3 0 0.0
Post Other 391 73.6 273 82.2 117 76.5 0 0.0
No/inappropriate answer 79 14.9 23 6.9 11 7.2 46 100.0
Description: Background factors of the subjects,i.e.,mean age,total years of nursing experience,total years of psychiatric nursing experience, distinction of nursing
staff, ,post,experience of suicide someone close.
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oriented mental health care programmes following a sui-
cide, and recognized the need for developing a more
compassionate attitude toward suicide, as well as the
need for sharing information on the course of events
leading up to the suicide (Table 5).
A significant difference was observed in the amount of
knowledge and awareness regarding suicide and in the
perceived need for mental health care for staff members
between nurses in managerial positions and other
nurses. However, no significant difference was observed
between licensed practical nurses and registered nurses.
4. On-site support systems
When respondents were asked about the topics of on-
site seminars held in the previous three years, more
than 50% of the answers reported seminars or work-
shops on ‘psychiatric diseases’ (60.3%, n = 320) and ‘risk
management’ (54.4%, n = 289). However, less than 20%
indicated ‘group approaches’ (11.1%, n = 59), ‘mental
health care for nursing staff’ (12.8%, n = 68), and ‘stress-
coping methods’ (16.9%, n = 90). Rates of those who
had attended a ‘suicide and suicide prevention measures’
seminar were higher, with a response of 26.4% (n = 140)
(Table 6).
Discussion
Although this study focused only on cases of completed
suicide, more than half (55.0%) of respondents had had
experience with patient suicide. Previous studies on psy-
chiatric nurses exposed to patient suicide reported rates
of 58.3% [10] and 32.4% [11]. Another study indicated
that 66% of psychiatric hospitals or hospitals with psy-
chiatric wards (the total number is 106) reported suici-
dal events [7]. These previous reports, however, include
unsuccessful suicide attempts. In this regard, a very high
rate was obtained from the current study. In Japan, the
annual number of suicides has exceeded thirty thousand
for 12 consecutive years, and the suicide rate is excep-
tionally high compared to the figures in other advanced
Table 2 Rates of nurses who encountered completed patient suicide and details of the encounter
No.of respondents(%)
Did you encounter an inpatient suicide? Yes 292 (55.0)
(n = 531) No 209 (39.4)
No/inapporopriate answer 30 (5.6)
How many years have passed since the encounter? 20 or more years 15 (5.1)
(n = 292) 10 to 20 years 55 (18.8)
5 to 10 years 29 (9.9)
3 to 5 years 51 (17.5)
1 to 2 years 84 (28.8)
No/inapporopriate answer 58 (19.9)
In which time period? 0 a.m. to 7 a.m. 70 (24.0)
(n = 292) 8 a.m. to 4 p.m. 40 (13.7)
5 p.m. to 11 p.m. 45 (15.4)
No/inapporopriate answer 137 (46.9)
Where did it take place? In the psychiatric ward 162 (55.5)
(n = 292) Outside the hospital (in the patient’s home or during an outing) 102 (34.9)
Other 14 (4.8)
No/inapporopriate answer 14 (4.8)
When the event happened,you were: Off from work 75 (25.7)
(n = 292) Prior to going off duty 33 (11.3)
On duty 58 (19.9)
On duty and involved in post-event treatment 39 (13.4)
Out of hospital 83 (28.4)
No/inapporopriate answer 4 (1.4)
How closely were you involved with the patient? No involved 26 (8.9)
(n = 292) Little involvement 64 (21.9)
Not charged but involved 187 (64.0)
Charged 10 (3.4)
No/inapporopriate answer 5 (1.7)
Description: Data of the subjects,i.e., the fact that nurses encountered patients’ suicide, years since the encounter, time and place of the encounter, situation
when the encounter took place, involvement and relation of nurses to suicidei.
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respondents to the current questionnaire survey are
located, is one of the highest in Japan [13]. The present
survey results may reflect this regional tendency.
More than half of the nurses who encountered sui-
cide by patients stated that they had had at least some
contact with them. Patient suicide is an extremely ser-
ious incident for medical professionals. The few studies
published suggest that it is quite common for residents
to encounter patient suicide during their training and
that they undergo significant levels of psychological
stress [14]. Sudak suggested that the feelings experi-
enced by residents and clinicians following the suicide
by patient are quantitatively smaller than in the case of
s u i c i d eb yaf a m i l ym e m b e rb u ta r es i m i l a rt ot h e m
qualitatively [15].
Despite some difficulties in comparison arising from
the use of different methods and other factors, similar
IES-R scores have been reported for significantly disas-
trous events. In a study evaluating general traumatic
events (e.g., physical abuse, sexual harassment, obsessive
relational intrusion, becoming the target of unwanted
romantic attention, and patient suicide) among 124 psy-
chiatric nurses, the mean IES-R score was 13.4, and 18
nurses (14.5%) were classified in the high-risk group
[16]. The mean IES-R subscale scores (avoidance,
Table 3 IES-R score for nurses who had experienced inpatient suicide
Not at all A little bit Moderately Quite a bit Extremely No/inappropriate
answer
Total
n%n%n % n % n% n % n %
Any reminder brought back feelings about it 63 21.6 117 40.1 63 21.6 25 8.6 15 5.1 9 3.1 292 100
I had trouble staying asleep 206 70.5 37 12.7 28 9.6 8 2.7 1 0.3 12 4.1 292 100
Other things kept making me think about it 189 64.7 58 19.9 24 8.2 6 2.1 6 2.1 9 3.1 292 100
I felt irritable and angry 234 80.1 38 13.0 7 2.4 4 1.4 0 0.0 9 3.1 292 100
I avoided letting myself get upset when I thought
about it or was reminded of it
145 49.7 91 31.2 24 8.2 17 5.8 5 1.7 10 3.4 292 100
I thought about it when I didn’t mean to 133 45.5 100 34.2 31 10.6 14 4.8 3 1.0 11 3.8 292 100
I felt as if it hadn’t happened or wasn’t real 199 68.2 46 15.8 21 7.2 5 1.7 1 0.3 20 6.8 292 100
I stayed away from reminders about it 197 67.5 53 18.2 15 5.1 7 2.4 3 1.0 17 5.8 292 100
Pictures about it popped into my mind 193 66.1 59 20.2 14 4.8 8 2.7 3 1.0 15 5.1 292 100
I was jumpy and easily startled 172 58.9 63 21.6 24 8.2 11 3.8 9 3.1 13 4.5 292 100
I tried not to think about it 152 52.1 67 22.9 34 11.6 18 6.2 7 2.4 14 4.8 292 100
I was aware that I still had a lot of feelings about it,
but I didn’t deal with them
165 56.5 62 21.2 26 8.9 17 5.8 6 2.1 16 5.5 292 100
My feelings about it were kind of numb 162 55.5 70 24.0 35 12.0 6 2.1 2 0.7 17 5.8 292 100
I found myself acting or feeling as though I was
back at that time
214 73.3 42 14.4 17 5.8 4 1.4 1 0.3 14 4.8 292 100
I had trouble falling asieep 212 72.6 38 13.0 14 4.8 10 3.4 4 1.4 14 4.8 292 100
I had waves of strong feelings about it 192 65.8 53 18.2 22 7.5 9 3.1 5 1.7 11 3.8 292 100
I tried to remove it from my memory 201 68.8 42 14.4 21 7.2 9 3.1 4 1.4 15 5.1 292 100
I had trouble concentrating 226 77.4 40 13.7 9 3.1 3 1.0 1 0.3 13 4.5 292 100
Reminders of it caused me to have physical
reactions,such as sweating,trouble breathing,nausea,
or a pounding heart
227 77.7 38 13.0 12 4.1 4 1.4 0 0.0 11 3.8 292 100
I had dreams about it 246 84.2 28 9.6 4 1.4 1 0.3 0 0.0 13 4.5 292 100
I felt watchful or on-guard 112 38.4 92 31.5 41 14.0 20 6.8 14 4.8 13 4.5 292 100
I tried not to talk about it 187 64.0 54 18.5 22 7.5 11 3.8 5 1.7 13 4.5 292 100
Description: Scores of IES-R (Impact of Event Scale-Revised [Weiss & Marmar, 1997]).
Table 4 Post-suicide follow-up care programs for nurses
No.of respondents(%)
Mental health care
program
Implemented 46(15.8)
(n = 292) Not implemented 234(80.1)
No/inapporopriate
answer
12(4.1)
Case study session
was:
Held at safety
committee
23(7.9)
(n = 292) Held at ward/unit
meeting
68(23.3)
Held by limited staff 75(25.7)
Other 24(8.2)
Not held 83(28.4)
No/inapporopriate
answer
19(6.5)
Description: Whether mental health care programs and case study sessions
were available for nurses who encountered patients’ suicide.
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compared with those in a preceding study [16].
In this study, most of the nurses indicated the desire
for mental health care programmes for health care
workers who have experienced a shocking event on the
ward. This indicates that most psychiatric nurses are
aware of the need for staff-oriented mental health care
services. In actual terms, however, only 15.8% of the
respondents reported the availability of mental health
care programmes for health care workers following a
suicide event. In Japanese medical practice, it is often
the case that when a patient completes suicide, the
situation is not conducive to the provision of psycholo-
gical assistance for nurses in charge of the patient [17].
The results obtained in this study reflect in part current
style of Japanese psychiatric practice management, as
shown above.
Nonetheless, inadequacies at facilities overseas have
been reported as well. For example, Mangurian and col-
leagues reported that, when they encountered patient
suicide during their own residencies, they found that
emotional support and support by medical institutions
were lacking [18].
The patient suicide-related issues considered here
derive from both the circumstances of the profession
and nurses’ perception of their own social role. Expres-
sing bitter feelings is often considered by nurses and
other medical professionals to be giving in to one’s
weaknesses and exposing one’s helplessness to others.
Nurses fear that disclosure of their weaknesses would
damage their professional reputation, and this fear could
be one of the reasons for not speaking up.
Consequently, nurses who have lost a patient due to
suicide are troubled by the thought that they may be
responsible for the death. This sense of guilt and self-
condemnation can result in depression and other PTSD
symptoms and can affect professional identity and nursing
skills and duties [6]. In addition, other nurses may develop
a fear of going through a similar event again [19], which
can lead to a dysfunctional medical care system.
Table 5 Questions concerning need for mental health care programs
Not at
all
Don’t
think
so
Think so Strongly
think so
No/
inappropriate
answer
Total
n%n % n % n % n % n %
Mental health care programs following patient suicide are necessary for
medical staff.
1 0.2 22 4.1 153 28.8 283 53.3 72 13.6 531 100.0
Mental health issues cannot be solved by oneself. 4 0.8 57 10.7 315 59.3 122 23.0 33 6.2 531 100.0
Inaction worsens mental health issues. 7 1.3 60 11.3 323 60.8 104 19.6 37 7.0 531 100.0
Inappropriate mental health care may cause staff to resign. 9 1.7 90 16.9 259 48.8 138 26.0 35 6.6 531 100.0
Mental health care programs help to prevent suicide. 12 2.3 97 18.3 290 54.6 94 17.7 38 7.2 531 100.0
Proper knowledge about suicide should be needed. 2 0.4 18 3.4 276 52.0 201 37.9 34 6.4 531 100.0
Staff should share information on the course of events that led to suicide. 1 0.2 25 4.7 268 50.5 204 38.4 33 6.2 531 100.0
Mental health care programs should cover all medical staff. 5 0.9 43 8.1 278 52.4 169 31.8 36 6.8 531 100.0
Mental health care programs will reduce staff’s psychological burdens. 5 0.9 61 11.5 305 57.4 124 23.4 36 6.8 531 100.0
Discussion about the cause of suicide is useful for mental health
management.
6 1.1 81 15.3 304 57.3 103 19.4 37 7.0 531 100.0
Mental health care programs involving external professionals should be
considered.
7 1.3 99 18.6 290 54.6 98 18.5 37 7.0 531 100.0
Description: Whether the nurses recognized the need for mental health programs.
Table 6 Subjects of on-site seminars held in the previous three years
No Yes No/inappropriate answer Total
n%n% n % n %
Stress-coping methods 345 65.0 90 16.9 96 18.1 531 100.0
Suicide and suicide prevention measures 301 56.7 140 26.4 90 16.9 531 100.0
Psychiatric diseases 139 26.2 320 60.3 72 13.6 531 100.0
Risk management 161 30.3 289 54.4 81 15.3 531 100.0
Mental health care for nursing staff 367 69.1 68 12.8 96 18.1 531 100.0
Skill upgrade and career advancement 258 48.6 171 32.2 102 19.2 531 100.0
Cooperation with other professions 289 54.4 145 27.3 97 18.3 531 100.0
Group approaches 367 69.1 59 11.1 105 19.8 531 100.0
Description: Variety of themes of on-site seminars for nurses.
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appropriate mental health care programmes for nursing
staff who have been through a patient suicide is a signif-
icant part of creating an effective medical care environ-
ment. Providing staff-oriented post-suicide mental
health care programmes falls under the category of post-
vention activities. Postvention activities should enable
verbal expression of the emotional shock of the
bereaved. They also serve to liberate staff from
the vicious circle of the depression that may result from
the mistaken belief that the affliction is their own and no
one else’s. Moreover, they help staff members to unite
through mutual support [5]. Group meetings can help
nurses realize ‘the universality of grief and reduce self-
blame and excess responsibility’ [20]. The daily practice
of examining and sharing one’s feelings paves the way for
sharing deep emotional feelings associated with a
patient’s suicide [21]. This is not an issue exclusively for
nurses. Sudak points out the importance of sharing opi-
nions on suicide and freely discussing concerns with
other residents [22]. In addition, Balon discusses the sig-
nificance of the impact of patient suicide, looking back at
an experience which he himself had during his residency,
and asserts the usefulness of psychological autopsies
shared with others for metal health care [23].
Among other interventions, nurses need suicide pre-
vention education. As revealed by the present study,
however, only a very low proportion of medical institu-
tions provide on-site suicide-related seminars. Suicide-
related issues may be dealt with at seminars on risk
management, which were held frequently according to
our results. Risk management approaches can be applied
to intervention and the prevention of inpatient suicide.
Patients’ risk factors for suicide are evaluated from
information collected from admissions, and therapeutic
and nursing plans are developed based on the results of
the evaluation. Implementation of these plans helps
identify subtle changes in behaviour. Such systems
involve patients, their families, nurses, physicians, and
other health care workers in the risk management pro-
grammes for suicide prevention [6].
Practical examples of suicide prevention education for
medical and nursing students and nurses have been
reported [24,25]. However, a majority of these pro-
grammes have been tailored to those engaged in preven-
tion; relatively few programmes have provided
information and support based on the assumption that
the attendees might be affected by a patient’ss u i c i d e .
Suicide prevention education is invaluable. Nurses
should be aware that they may be forced to deal with
the suicide of patients or persons close to them.
This study revealed that in the medical institutions
targeted for the survey, there is a lack of awareness of
the impact of completed patient suicide in nurses, and
that the need to educate nurses on issues related to sui-
cide has not gained wide recognition. These conclusions
are expected to apply to many different regions through-
out Japan. Accordingly, we hope that this study will pro-
vide grounds for improving the present situation.
Limitations
We must be very careful about generalizing our findings
to any nurse whose patient completes suicide, for the
evidence as provided here comes from Japanese settings.
Moreover, this study focused on psychiatric nurses in
urban areas; nurses in other geographical areas and
other medical professions were not addressed.
Though the questionnaire used in this study was based
on the extant literature, including suicide-related papers,
documents related to the Basic Law on Suicide Counter-
measures and others, its validity and reliability has not
yet been tested. A pilot study is therefore necessary if the
questionnaire is to be put to use in the future.
It is generally reported that female nurses are at a
higher risk for PTSD and related conditions than male
nurses. However, gender differences in IES-R scores
were not taken into consideration in this study.
Conclusions
The current study revealed that more than half of
respondents (nurses) had experienced a patient’sc o m -
pleted suicide. The IES-R score obtained for these
nurses suggest that inpatient suicide was a significantly
distressing event. However, though most of these nurses
were aware of the need for staff-oriented mental health
care services, systematic post-suicide mental health care
programmes for nurses are rarely available. Moreover,
initiatives for education on issues related to suicide and
mental health care are lacking. Hence, improvement in
support systems is needed to provide effective mental
health care for nurses so that they can work more effec-
tive at primary prevention.
This study may be useful in providing grounds to
improve the present situation by highlighting the signifi-
cance of the impact of completed patient suicide on
nurses, and the lack of mental health care and the ill-
prepared educational system regarding issues related to
patient suicide.
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